Mr. BALDWIN (answering the President): Where there is a chance of closing a colostomy no bowel would be cut away. It would be incised, probably longitudinally.
The PRESIDENT: For many years past I have taken much interest in colostomy, colotomy and closure of colostomy openings, and fifteen years ago I adopted hypogastric colostomy, as opposed to iliac. This was acting on a hint which I got from the late Mr. Bidwell. He pointed out that control was likely to be much better if the bowel was brought up through the rectus muscle: so in most cases I have done colostomy through the left rectus muscle, and I have found that, in many cases, control has .been excellent. I have had people who were able to play as good a game of golf after as before this operation. I recollect the case of a lady who, for fifteen years, had a colostomy, and used to go into society, to the theatre and to dinners, without being a nuisance to her companions. I prefer this to transverse colotomy, in which one has to deal with the omentum which lies in front of the transverse colon. Sometimes it is very thickened, and one has, as Mr. Sampson Handley said, to divide it to bring up the transverse colon. The omentum is more marked in some cases than it is in others; sometimes one hardly notices it at all. An accident happened to me once in doing a transverse colostomy. The opening having been made in the abdominal parietes, I defined the transverse colon, and after scratching through the omentum passed my finger and thumb around the gut, as I wanted to feel the posterior wall of the bowel, so as to act as a guide for the insertion of a deep suture. But in spite of this I found I had perforated a piece of small intestine. Fortunately it was seen in time, and I was able to close the opening in the small intestine with no untoward result. I have not had that happen to me during either inguinal or hypogastric colotomy. As to closure, I have almost invariably made use of the extraperitoneal method. And in reference to that, I am indebted to another colleague of mine, Mr. Baldwin, who has just given us the benefit of his opinion on this subject. It was he who directed my attention to the fact that it would be well to leave a small margin of skin all round the mucous membrane, in order that the sutures should hold better than when passed through mucous membrane alone. I do not say one always gets success at the first operation; indeed, I have had to operate three times in order to get perfect closure. But I have never lost a case, and I have operated upon a good many. I have derived a valuable hint from Mr. Mummery's paper, and that is with regard to the intraperitoneal method of closing a colotomy-viz., after isolating the artificial anus, to close it by suturing the mucous membrane before opening the peritoneum. If that practice were carried out, I think it would limit, to a great extent, the risks of the intraperitoneal operation. It-is a more ideal operation, to my mind, because the bowel can be quite replaced in the belly, which is not always possible by the extraperitoneal method. I shall hope to have the opportunity of trying that method some day. With the rest of the paper I thoroughly agree, except that I do not see the advantage of transverse colotomy over hypogastric, except where the growth is too high-lying to permit of the colon being opened above it through the hypogastric incision, also in cases where it is advisable to have the artificial anus as far removed as possible from any future operation area.
Mr. ASLETT BALDWIN: I do not know, Sir, whether you remember a case some years ago in which I was helping you to do a colostomy in a very stout patient, where the difficulty mentioned by Mr. Handley was present. It was a left inguinal colostomy, and the bowel could not be got up. The belly wall had many inches of fat, and I suggested to you that you should cut the fat away, in that way bringing the skin down to the colon. You did that, and the operation was managed perfectly well. It 
